Possession of information on population health needs is at the heart of the commissioning process.
competent to consent to a simple dental examination, but not younger children. Discussions have been held between the Department of Health and the Department for Education and Skills (DfES) to explore how consent for younger children might be obtained from parents or guardians at school entry, backed by the opportunity to withdraw their child at any time. This could potentially minimise the impact of positive consent on participation rates. Unfortunately these discussions have concluded that there is no standard national process for achieving this 4 and it will be for PCTs to develop local arrangements if they can. Whilst consent is not the only factor affecting participation rates in dental surveys, there are likely to be severe implications for surveys of younger children, which are particularly important for the planning of child oral health promotion initiatives. A NHS survey of fi ve-year-old children is planned for 2007/8. 5 School-based surveys that were not covered by the 1992 guidance have been using positive parental consent for some time. Our experience in a variety of such studies have shown that positive consent has led to increasing diffi culty in obtaining an acceptable response rate with an associated increase in administration costs. When recruiting schools and subjects for surveys, there are a number of stages at which potential subjects might be lost and this applies to both negative and positive consent. Obtaining class lists for sampling, distribution of consent forms to parents and collection of responses all require co-operation from the schools involved. There are several points in this process where the form might go astray, particularly as the child is often asked to take a form home and return it to school. Under negative consent arrangements it has been assumed, perhaps inappropriately, that it is acceptable to examine a child where no form has been returned from the parent or guardian requesting their removal from the study. Positive consent arrangements usually mean that written evidence of consent needs to be available at the time of examination. Obviously, it goes without saying that no child would be examined under either system if they did not want to be. When positive consent is used, however, the children and/ or parents who are equivocal about the study will not be seen, nor will those for whom the form was lost and this may, therefore, have an unbalanced impact on the outcome of surveys or screenings.
From our work, there also appears to
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be an increasing issue of parents actively refusing to allow their children to take part, either by withholding a response or by returning a refusal slip. Over the past 10-12 years our involvement with a number of national and local studies has shown this to be the case. In particular, the 2003 UK Children's Dental Health Survey highlighted a lower level of consent than previous surveys, amongst both schools and students within them. 4 In addition, for the fi rst time in a national survey, children actively refused to participate. Recruitment of children as subjects for the dentists' training and calibration also proved problematic.
A particular example that has highlighted this dilemma is a follow-up study of 12-year-old children in two Somerset schools, fi rst visited by Professor Anderson more than 40 years ago and at subsequent intervals. These studies were among the fi rst to report the falling prevalence of dental caries in children. Over this period, the approach to obtaining consent changed from one where no written consent was required to the most recent, where ethical approval necessitated consent from both parent and child. Anderson 5 drew attention to the impact of changing from negative to positive consent, as a result of ethical committee guidance. In both the 1982 and 1988 surveys, 'all 12-year-old children who were present in the school were examined'. 6, 7 However, in 1993, when positive consent was required, only 78% of the eligible children were examined. 5 A follow-up study in 2004 indicated further diffi culties in recruiting children; mainly due to the issue of dual positive consent (from both parent and child) required by the ethical committee, in addition to factors refl ecting the changing management and responsibilities of schools. 8, 9 Of a total of 414 children aged 12 years, only 202 were examined (49%). Around one third of the consent forms were not returned at all, despite two mailings. Additionally, 14% of the sample (60 subjects) actively refused to participate. The diagnostic criteria from previous studies were used, with some additions to allow comparison with the results of the 2003 UK Children's Dental Health Survey. 10 Additional criteria were included to allow an estimate of the experience of trauma, tooth wear, orthodontic appearance and treatment. Table 1 shows the fi ndings for caries prevalence. There were no statistically signifi cant differences in caries prevalence rates between the 1993 and 2004 studies. Including visible non-cavitated lesions in the analysis produced higher estimates of decay experience, but the difference was also not statistically signifi cant. Table 2 shows the prevalence of other conditions. The prevalence of children with obviously traumatised maxillary incisors was low at 5.9%. Nearly 10% of children were wearing an orthodontic appliance when examined, 13.9% had an incisor overjet in excess of 5 mm and just over a quarter were judged to have an Index of Orthodontic Treatment Need Aesthetic Component of six or greater. Nearly half the children were judged to have tooth wear, involving enamel only, or enamel and dentine affecting their maxillary incisors.
This study supports the prevailing view that dental caries prevalence in children, whilst having reduced substantially over the past 40 years, is no longer reducing. The prevalence of tooth wear affecting at least enamel at the age of 12 years could be higher than the prevalence of dental caries. However, as only 49% of the eligible children were examined, the impact of these results is diminished and it is disappointing that such an important series of studies has ended with this result.
The impact of positive consent on surveys would seem to be signifi cant and this has major implications for the planning and executing of epidemiological surveys and school screenings in the future. There is a need to be creative when recruiting children from schools, using local knowledge and contacts and ensuring that survey plans fi t in with the school's agenda. The debate around the use of positive consent will no doubt continue, particularly in light of recent Department of Health advice to PCTs regarding measuring and monitoring obesity in schoolchildren, which indicates that negative consent is suffi cient for population monitoring.
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This is at odds with the dental advice and we hope that systems will be developed to reduce the impact of the consent process on participation rates for surveys involving non-invasive dental examinations.
